Individual Charactenristics Form

U.S. Department of Labor

Work Opportunity and Employment & Training Administration

WCONI'RDTNDTH OMB 205-0371 Expires: 63006

1 - i : No. 1 1 Expires:
i Indvidual Information

(Instructions on the Back)

2. DATE RECEIVED
{For Agency Use Onhy

3. EMPLOYER NAME/ADDRESS:

4. EMPLOYER FEDERAL 1D NO,

5, EMPLOYMENT START DATE:

Starting Wage:

6. Have vou worked for the above
employer belore?
s]

Yes

$ per hour

POSITICN:

7. NAME OF INDIVIDUAL (Last, First, Middie)

8. SOCIAL SECURITY NUMBER:

The above named individus! is determined to have the following characteristics for WOTC Target Group Certification: e I

8. Is your age between 18- 257

Mo

Yes

FYES, indicate vour "Date of Birth®™ below,
Date of Birth:

10. I3 a veteran and a member of a

amily that received Food Stamps for a perod of
least 3 months in the last 15 monkhs.

Yes Mo
i YES, also complete Box 17.

Il.léanwhbermafarnirymrmerm
TANF benefits for any 2 months in the st 18
months.

Yes Mo

1 YES, also complete Box 17.

12. 15 a mamber of a tamily that received Food
Stamps for the last B months.

Yes Mo of

for at least a 3-month period withen the kast 5 months,
BLIT is no longer receiving them.

= Mo

# YES fo either, also complete Box 17.

15. Is receiving or has received Rehabilitaion
Sandces through a Stale Rehabilitasion Senices’
program or the Velerans' Administration.

s Mo

]

13. In the past year has been
comvicted of a felony or released
from prison after a felony convichon.

Mo

Yes

if YES, complete bedow:
Date of Convicion
Date of Release

Total incomee for the & months prior
fo hire date for all tamity members
Fving in the same household.

Tokal Incorme:
(1 no incomee, ender 0 above)

Mo, of tamily members lving in the same
housshold for the 6 mos., pror o hire date,
including yourself:

14, Lives and plans 1o continues Iving in
a federal Empowerment Zones,
Erderprise Round Il or Renewal Community.

(]

16. Received Supplemental Security Income (SSI)
banefits for army month ending within the tast 60 days.

Yes

]

Yas

17, Hincivicheal is not a primary recipient of benefits,
please provide the following:

Mame of Primary Recipient

City'State of Benefits

e Mo

(8. 18 a ket holder under the Ticket 1o Work Program

Fone (EM).

19, The “Bcket holder” has an Individual Work Plan (WP from an Empowerment
Yes

Mo

Section 20 Is to be completed by individuals starting to work after December 31, 1997, under the . Weliare —to-Work Tax Creditonly. -~

20. Is & member of a family that:

+ Has received TANF payments for al least the lasl 18 consecutive months:;
+ Has receivedis receiving TANF payments for any 18 months starng after August 5, 1997,
and the earfiest 18-month penod beginning after August 5, 1957, and ended within the last 2 years; or  Yes Mo or

+ Stopped being eligible for TANF payments within the last 2 years because Federal or stale law
limited the maximum time those payments could be made.

Yes

&

Yes

21, SOURGES USED TO DOCUMENT ELIGIBILITY:

**=a: | certify thal the Information is true and comect 1o the best of my knowledge. | understand that e information above may be subject lo verificalion. The
sture of the party completing this form is required below.

we. SIGMATURE:

23. DATE:

Fage 10l 3

"ETABOGT (ev. May 2005)



INSTRUCTIONS FOR COMPLETING THE INDIVIDUAL CHARACTERISTICS FORM (ICF), ETA 2051, This fomm is wsed fogether with IRS Fomm B850 to help SWAS
determins aligibaty tor the Work Cipporiunity and Weliare-io-Work Tax Credits. The form may be complated by e applicant, the emgloyer o employer
representaiiveliconsultant, the SWADLA or the Participating Agency and signed by the person or agency filing out this formn. This fomm 15 regquired bo be used, without
modification, ty all employers andior their representatives seeking the WOTC or the WIW tax credit.

Box1:  Contol Number (for agency use only). The SWA/DLA or parficipating agency determines the Contral Number. It may be & Sodal Security Mumber, case
rismiter, or ather gppropriale designation which penmits easy fiing, denification and retiewval of forms. Ender this number here

Box 2. Date (for agency use onhy). Enter e month, day, and vear when the fom is received.

Box3:  Employer NamefAddress. Enter thi name and address incuding aip code and telephoneg rumber of the empioyer apphing fora WOTC or WIWTC

Employer Certification,

Box4:  Employer Federal ID No. Enler emplover's lederal teupayer identification nurmiber.
Box5:  Employment-Start Datef\WagePosition or Title. Enter fe

an estimated

start date, §e staring houry waoe, that fhe employes wil be paid. | not known, enter
waga. Alen, erer the job or postion file, under which the indhidual or prospecive employes will be peromming for fis emplover,

Box6:  Previous Employment for This Employer. This requires a YES or NO answer.  Enfier a check mask |+ ) in the comesponding blark

Box¥:  Mame of ndividual, Enter full name of Indhidual or prospective emploves,
Box 8  Soctal Security NMumber, Erterindnidual’s social security rumber here.

Boxes 9 through 20 (Read each box carefully). Ender a check mark (+ ) to indicate H your answer is 2 YES ora MO, Provide additional information where

requesied for either the WOTC or the WHW tax credit's target group ebgibility,

Box17: MName and Address. Enfer name and address of indnidual who Is the primary recipient of benefits.

Box 21.  Sources lo Document Eligibility. List or describe the documentary” evidence of sources of collateral contacts that are attached to the ICF fomn or that will be
prosided.  Indicate in parentheseas, rnesd 1o sach document Bsted, whether i is attached of forthcoming.  Some examples are provided below. Employers may also obtain a

letter from the a

that administers a relevant pr

Examples of Documentary Evidence or Collateral Contacts:

AGEBIRTHDATE:

(Required for High-Risk

Summer Youth & Food

Stamp)

= Birth Certificate

« Driver's License

= School LD, Card*

« Work Permit

« FederalStateLocal
Govt D"

+ Hospital Record of
Birth

FAMILY INCOME:

(Reguired for Ex-lelon)

= PayStubs

Employer Contacts

W-2 Forms

Ul Documents

Public Assistance

Records of Mo. of

Months Benefits Were

Received.

+ Family Members'
Statements

« Parole Officer's Name

« Parole Officer's
Statements

. F 8 @

S5 RECIPIENT:

« SZlRecord or
Authorization

= S5l Contact

+ Evidence of 551
Issuance

EX-FELON STATUS:

= Parole Officer’s Name
« Cormection Instiution

Records
« Court Record,
Extracts

TANF (IV-A) RECIPIENT:

m, stafing that the em

= TANF Benefit History

= Signed Statement
from Authorized
Individual wi Specific

Description of Months

Benefits Were
Received,

= Case Number
Idemtifier

MU I FAMILY

= Public Assistance

+ Social Senvices
Agencies

VETERANS' STATUS:

« DD-214

+ Feserve Unit
Contacts

= Discharge Papers”

VOCATIONAL
EHABILITATION

REFERRAL:

* Voc. Rehab. Agency

VOC REHAB (Continued)

Contact

= Signed statement
from authorized
individual wispecific
description of months
benefits received

+ \eterans
Administration
Records

WIW LONG-TERM

ASSISTANCE

RECIPIENT

+ TANF Benefits History

+ Signed Statement
from authorized
individual with
specific description of
months benefits
received

+ Case Mumber
Identifier

EMPOWERMENT
ZONES/ENTERPRISE!
RENEWAL
COMMUNITIES:
Driver's License
Work Permit

Litility Bills

Signed Staternent
From Authorized
Individual w/ Specific
Description

= Voter Registration

*® & ¥ & #® & ¥ ® @ L]

or a member of hisher household meets one of the eligibility requirements.

EZECHRCs {Continued)
Card

Food Stamp Award Letter

Social Security Agency Letter
Litwary Card*

Landlord's Statement

Letter From Social Service Agencies
School Records
MedicaidMedicare Card

Property Tax Record

Public Assistance Record

Rent Receipts

School LD, Card™

W4

Selective Service Registration Card

TNICKET HOLDER (Ticket to Work

Program)

SWas must establish applicant™s
eligibility by calling MAXIMUS to verity
if applicant: 1} is a ticket holder and 2)
has and WP from an Employment
Hetwork (EN).

NOTE: This list is not an exhaustive list.
For more information, contact your
WOTC pubiic State Workforce Agency.

“Where any itern of documentation such as a Federal |.D. Card does not contain age or birth date, the SWADLA must obiain another docurmentary source

to verify the individual's age.

“*Where any ilem of documentary evidence, such as library card does not contain the holder's address, fhe SWADLA must cbtains documentary evidence
_ssued in the jurisdiction where the EZEC or RC ks localed showing the holder's address.
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Box 18. Is a “ticket holder” under the Ticket to Work Program.  This requires a YES or MO answer.  Enber a check mark |+ | in the comesponding
blark.

Box 19. The “ticket holder” has an Individual Work Plan (TWF) from an employment network. This requires a YES or NO answer.  Entera

check mark [ + ) in the comesponding blank.

Box 22. Signature. I applicant compietes this form, heishe must enter signature here, i applicant is a minor, the parent of guardian should sign this box.
If form is completed by the employer or hisher representative, enter comesponding signature here,  If form was completed by the intake staff of a
SWADLA or participating agency, enter comesponding signature in this box, :

Box 23. Date. Enter the month, day and year when the fom was completad.

Persons are not required to respond to this collection of Information unless it displays a cumanthy valid OMBE Control number. Respondent's obtigation o reply o
these requirements is required to obiain and retain benefits per P.L. 104 184, Public reporting burden for this collection of information ks estmated to average 33
minutes per response, including the ime for reading instructions, ssarching existing data sources, gathering and maintaining the data nesded; and compileting and
resdewing the intonation, Send comments regarding this burden estmate or any other aspect of this collection of infomation, including suggestions for reducing this

bunden, 10 the LS. Depariment of Labor, LS. Employment Sendice, Room C-4514, Washingion, D.C. 20210 (Paperwork Reduction Project 1205-0371).

{Cut along doted line and keep in your files)

TO THE JOB APPLICANT OR EMPLOYEE:

THE INFORMATION AND THE SUPPORTING DOCUMENTATION YOU HAVE PROVIDED IN
COMPLETING THIS FORM —OR IN SOME CASES OTHER INFORMATION THAT COULD VERIFY
THE RESPONSES YOU HAVE GIVEN TO THE ITEMS/QUESTIONS IN THIS FORM— WILL BE
DISCLOSED BY YOUR EMPLOYER TO THE STATE WORKFORCE AGENCY (SWA) [ENTER
CORRESPONDING SWA NAME BELOW:

IN ORDER TO QUALIFY FOR A FEDERAL EMPLOYER TAX CREDIT, PROVISION OF THIS INFORMATION IS
VOLUNTARY. HOWEVER, THE INFORMATION IS REQUIRED FOR YOUR EMPLOYER TO RECEIVE THE
FEDERAL TAX CREDIT. IF THE INFORMATION YOU PROVIDE IS ABOUT A MEMBER OF YOUR FAMILY,
YOU SHOULD PROVIDE HIM/HER A COPY OF THIS NOTICE.
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